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14 
15 
16 
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ANNUAL COST REPORT --SCHEDULED-4 CAPITAL COSTS 

VENDOR NUMBER fyeVENDOR NAME 

Depreciation-Building 

Depreciation-Equipment 

Interest Expense-Capital Related 

Rent 

LandImprovements 

Leaseholdimprovements 

amortizationof Stan-up Costs 

Other Capital Costs 

Other Capital Costs 

Other Capital Costs 

Other Capital Costs 

Other Capital Costs 

other Capital Costs 

Other Capital Costs 

Other Capital Costs , 


Other Capital Costs 

Other Capital Costs 

Other Capital Costs 

Other Capital Costs 

other Capital Costs 

Other Capital Costs 

Other Capital Costs 


TOM 

Grand Totals 
24 Totals of Schedules D-1 through 0-4 
25 Total of Schedule D-5, Column 8 
26 Total Routine CNF Cost 
27 Totals from Schedule 0-5 
28 Total Cost 





-- -- ANNUAL COST REPORT SCHEDULED-5 ANCILLARY COSTS page 2 

Oxygen/respiratory therapy 
31 Respiratory Therapist Salaries I I I 

32 Respiratory Therapistassistants Salaries 
33 Respiratory Therapist Aides Salaries 
34 OtherSalaries . ' 

35 subtotal-salaries 
36 Employee Benefits Reclassification 

37 Supplies 

38 EquipmentDepreciation 


!' 	39 Other Expenses 

40 Other Expenses 

41 Hospital-Based Indirect Ancillary 

42 total 


speech 
43 professionalSalaries 
44 OtherSalaries 
45 subtotal-salaries 
46 Employee Benefits Reclassification 
47 equipmentDepreciation 
48 OtherExpenses 
49 OtherExpenses 
50 Hospital-Based indirect Ancillary 
51 Total 

52 ProfessionalSalaries 
53 Other salaries 
54 subtotal-salaries 
55 Employee Benefits reclassification 

56 Equipment depreciation 

57 OtherExpenses 

58 OtherExpenses 

59 Hospital-Based Indirectancillary 
60 Toll 

L 

i I I I I I 
(Sch. D-4, Line 24, col. 9 X Sch. F,Section E, Line 6, col. 4)I 

I I I I I I

I I 
I I I I 

(Sch. d-4 Una 24, col. 9 X Sch. F,section E, Line 7, col. 4)
I I 

I I I I I 

(Sch.04,Line 24, col.S X Sch. F, Section 8, line8, Cot. 4) 1 I 
I I I I 

P

6 

8 


I 

1 



i ANNUAL COST REPORT-SCHEDULED-5 -ANCILLARY COSTS PAOR 3 

VENDOR NAME 


I * ' I I 
(sch. 04, h24; col.0, X sch. F, section 8. line 0,col.4) 

I '  . - I I I 
b 

p ! r  
I 

P

4 



ANNUAL COST REPORT-SCHEDULE D-6-RECLASSIFICATIONS OF EXPENSES , 

. .  

. .  

. .  
. .. .  .. 

. -. .  
. .  . .

“ 2 9  

6 

7 

8 

9 


10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 


30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 




vendor NAME fye 

line 
1 
2 
3 
4 

5 
6 
7 
8 
9 

10 
11 

12 I I 
13 t 
14 
1s I .­
16 
17 I 

I I 
18 
19 
20 
n 

22 
P 

. *  24 
. . 	 25 

a 
P 1 I I 

20 I I 1 
29 i30 

. a  

32 
33 
34 
35 
36 
37 
38 
39 

' 4 0  

41 
42 
43 
4 4 .  

' 4 s  

46 
47 
48
-'49 

50 
51 
52 I I 1 

53 total I 1 1 1 

TN # 96-10 Approved My 1 6 2001 Eff. Date 7-1-96page 900.18 


Supersedes 

TN# 9 0 4  
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ANNUAL COST REPORT-- SCHEDULE E ANCILLARY SETTLEMENT 

VENDOR NAME VENDOR NUMBER FYE 
(1) (2) (3) (4) (5) 

receivable 
Direct Medicaid medicaid From M A P  

(prom Sch. d-5 col. 6) Direct Payments (Payable To M A P )
Physical Therapy 
X-Ray 
Laboratory 
Oxygen/RespiratoryTherapy 
Speech 
Other 
Drugs 

B Total 



I I I 


I 	 I 


I 


TN # 96-10 Approved HAT 2001 page 900.20 
supersedes 



Attachment 4.19-D, Exhibit B 

NURSING FACILITY 

SCHEDULE J-TAX 

. For the Month of 1993 

Provider Name 
r .

Provider -Number 

Revenue Tax 
-. 

Certified NF Beds* 

All Other Taxed Beds* 

Total Per Provider 
. Tax Forms Submitted 
To Revenue cabinet 

*Revenue andTax must be directlycosted to certifiedNF 
beds. Revenue and Tax must include amounts for ancillaries. 

i 
Page 900.21 

-
TN # 96-10 Approved Eff. Date 
Supersedes 

TN# 93-14 -




MULTIPLIED  
TO 

HOSPITAL NUMBERICF DUAL l i censed  PROVIDER I 
NUMBER VENDOR NUMBER PROVIDER LICENSED DUAL SNF 

(LINE 101, COL 9 LESS LINE104) 
1. TOTAL ANCILIARY COSTS FROM HCFA-2552-92. WORKSHEET C, COLUMN 3 2. ALL COST ALLOWABLE UNDER MEDICAIDIC/SNFRULES AS DIRECT COST 
3. COLUMN 2 DIVIDED BY COLUMN1 4. ALL OTHER ANCILLARY COST (COLUMN1 .LESS COLUMN 2) 
5. COLUMN 4 DIVIDED BY COLUMN 1 6. RATIO OF COST TO CHARGES FROM HCFA-2552-92, WORKSHEET C.COL 8 
7. COLUMN 6 MULTIPLIED BY COLUMN3 8. DUAL LICENSED CHARGES BILLED TO THE MEDICAID PROGRAM 
9. BY COLUMN SCOLUMN 7 COLUMN 8 10. COLUMN 6 m u l t i p l i e d  BY 
11. ALL DUAL LICENSE CHARGES INCLUDING THOSE CHARGES BILLABLE AND NON-BILLABLETHE MEDICAID IC/SNFPROGRAM. SHOULD NOT INCLUDE THOSE CHARGES 

CONSIDERED TOBE NON-ALLOWABLE COSTFOR SERVICES IN A LONO TERM CARE s e t t i n g  
1 2  COLUMN 10 MULTIPLIED BY COLUMN11. TRANSFER THIS AMOUNTTO KMAP-3, LINE 13 /

COST AND CHARGES PRIORTO OCTOBER1,1930 ONLY 

- '\ Page 900.22 

TN # 96-10 Approved my 16 2001 Eff. Date /.-I-% 
supersedes 




medicaid . SUPPLEMENTAL MEDICAID SCHEDULE 


2. From the medicaid Program's paidclaims listings 
-1 

3. From the medicaid Program's paidclaims listings 

13. Transfar fromactivity line 101.Column 12 

14. Uno 12plus line 13. 

TN # 96-10 Approved may ' Eff-D a t e s  Page 900.23

Supersedes 

TN# none 




....... 

-
DISCLOSURE SECTION Attachment4.19-D,Exhibit I 

SCHEDULE g 

VENDOR name FYE 


VENDOR NUMBER: 


A: statementOF organizationsCONTRACTED WITH 

NAME type OF BUSINESS DATE OF CONTRACT 
. .  

,,;: ..g:,:,:::: . . ............... 
r 


I .....:.:.:..: ..:.,: ................... . . . .  ...........:.:.<.:.. .. . . . . . .  

tn# 96-10 
I I I 1 

Supersedes I--\ Eff. Date 7-1-96 
~ I T U  h l r ~ lE page 9 3 0 . 2 4  


